The Affordable Care Act provides opportunities to reimburse non-medical enabling services that promote the delivery of medical care for patients with social barriers. However, limited evidence exists to guide delivery of these services. We addressed this gap by convening community health center patients, providers, and other stakeholders in two panels that developed a framework for defining and evaluating these services. We adapted a group consensus method where the panelists rated services for effectiveness in increasing access to, use, and understanding of medical care. Panelists defined six broad categories, 112 services, and 21 variables including the type of provider delivering the service. We identified 16 highest-rated services and found that the service provider's level of training affected effectiveness for some but not all services. In a field with little evidence, these findings provide guidance to decision-makers for the targeted spread of services that enable patients to overcome social barriers to care.
barrier to care and thereby enable a patient to attend a medical appointment and to complete any prescribed follow-up steps.
There have been two major impediments to the widespread and systematic delivery of enabling services: payment models and evidence of effectiveness. Many enabling service programs are funded by short-term grants or philanthropy and less commonly through a patient's health insurance plan. This lack of reliable funding has limited the reach and sustainability of these programs. 7 The Affordable Care Act (ACA) 8 creates several mechanisms that might serve to deliver reliable funding. First, the expansion of Medicaid extends eligibility to millions of previously uninsured, low-income patients who currently receive their health care from CHCs representing a potential shift in reimbursement source for these organizations. 9 Second, the shared savings payments of the accountable care organization (ACO) model may allow health systems to fund enabling services at the population-level. [10] [11] [12] An ACO may calculate that enabling services improve access to primary care resulting in better chronic disease management and the cost savings of fewer emergency visits and hospitalizations. However, in order for the Centers for Medicare & Medicaid Services (CMS) and state Medicaid offices to include enabling services as covered services and for ACOs to implement these services, the second impediment (concerning evidence of effectiveness) must be overcome. We began to address this gap in evidence by developing a research framework for analyzing this field of health care services and by starting the initial evaluation of these services.
Enabling services are unlike other health care services because they touch the fabric of patients' social lives 13 rather than discrete disease conditions; it has, consequently, been challenging to define and measure their effectiveness. We used a patient-centered research approach 14, 15 that adapted a validated group judgment method to synthesize input from people who either receive, provide, or make policy on enabling services. Based on the RAND/UCLA appropriateness method, 16, 17 we elicited input from underserved patients and their representatives to build the evidence base on all the different ways these services are delivered. Next we developed an instrument cataloguing this list of services and the variables key to their delivery. Expert panelists including patients, providers, and policymakers then rated these services for their effectiveness in increasing access to and use and understanding of medical care. The resulting categorization and prioritization provides initial guidance to researchers and operational decision-makers about how to approach testing effectiveness in clinical trials and developing programs with patients' lives in mind.
Methods
Expert panel planning and process. Group consensus methods 18 elicit the opinion of experts on a particular issue where little definitive science exists. [19] [20] [21] The validated RAND/UCLA appropriateness method is widely used to determine the appropriateness of medical interventions weighing risks and benefits for defined patient scenarios. The experts review the medical literature, independently rate a particular intervention's appropriateness for numerous scenarios, come together as a group to revise the scenarios and discuss their initial ratings, and then independently rerate the final list of scenarios. This efficient process uses individual expert opinion and structured discussion to produce a list of interventions quantitatively determined by the group to be either appropriate, inappropriate, or equivocally appropriate for a particular patient scenario. 22, 23 In applying an expert group's opinion to evaluating the effectiveness of non-medical services, we maintained the core of the traditional validated method, although certain adaptations were necessary. We tested the validity of our adapted method by measuring convergence of panelist ratings between the two rounds. There were statistically significant levels of convergence indicating acceptable validity, and these results are described elsewhere (A. Escaron, personal communication).
The method included six steps ( Figure 1 ). In step 1, an academic health services research department formed a research partnership with two organizations engaged in CHC advocacy and research. In step 2, we performed a literature review for Englishlanguage, peer-reviewed publications on enabling services. Over 22,000 articles were identified in Medline (Appendix Box 1), a number that was beyond the scope of this project to review systematically. Instead, articles were identified that met two criteria: 1) Inclusion in review articles of literature broadly related to this topic area; and 2) Use of an experimental, quasi-experimental, or observational research design to evaluate the effectiveness of services. Only 40 articles (Appendix) met these criteria (underscoring the dearth of scientific studies in this area). We incorporated these articles into an evidence report and organized them into six distinct categories of enabling services. This categorization scheme was adapted from established definitions in the field. 4, 5 In step 3, the first of two groups, the advisory council, was convened for a day- Figure 1 . Steps followed in the multiple stakeholder engagement process to develop research, practice, and policy recommendations on delivery of enabling services for lowincome patients are presented. Relying on existing evidence, an expert panel rated a list of these services for effectiveness. long, in-person meeting. Seventeen people who were active providers or recipients of enabling services were recruited. The council used the evidence report and their own experiences to brainstorm all the different types of enabling services and the variable ways these services can be delivered (e.g., by personnel with different training).
In step 4, our research team used the brainstormed ideas from the advisory council to develop a list of 112 discrete services. For each category, we also identified variables that represented the intensity of service delivery. This intensity manifested as the provider type who delivered that service or whether it was offered directly by the CHC or in partnership with an external organization. Modeling its work on the RAND/UCLA method, the research team created an instrument from the list of services including the variable ways of delivering each service; the expert panel used this instrument to rate effectiveness.
In step 5, we convened the second group, the modified Delphi expert panel. Thirteen people belonged to this panel: four patients, four enabling service providers, and five CHC leaders and policymakers. The task of the expert panel was to draw on the evidence report and their heterogeneous experiences to rate the list of services and variables captured in the instrument. The panel first agreed on a definition of effectiveness for enabling services: the degree by which a service increases a patient's access to and use and understanding of his or her medical care. This panel process allowed for both qualitative and quantitative data collection regarding the panelists' expert opinions. The qualitative data are reflected in how the panelists agreed to refine the category definitions and added or deleted services and variables. Panelists agreed that the primary variable that they should rate was the type of provider who delivered the service. We used the traditional method's standardized rating system to collect and analyze the quantitative results. Panelists rated each service from low to high using a nine-point scale where 1-3 = ineffective, 4-6 = uncertain, 7-9 = effective. The panelists rated the instrument twice: first individually two weeks before the in-person meeting, and then again after the in-person meeting.
Finally, in step 6, we analyzed the expert panelist ratings [24] [25] [26] [27] from the second round and identified the group's recommendations. For each service, we calculated a median effectiveness score across the 13 panelists using the technique established by the traditional method. 17 Based on these median effectiveness scores, we then analyzed for patterns that would identify outlying services or differences in effectiveness based on the provider type.
Data analyses. Analyses were conducted at three levels: category, service, and provider type. For the category-level analysis, for each category rated by the panel-we took the average of the median panelist effectiveness ratings by variable for each service. The range of these median scores is also presented. For the service-level analysis, we a priori defined those that fell in the top quartile as most effective. The cutoff needed to identify the top quartile was an average median effective rating of 8 or higher. We then tested whether a service's effectiveness varied based on the provider type who delivered it by calculating the median and interquartile range (IQR) for each provider type within a particular service. Then, a Friedman test was used to analyze whether one type of provider had a significantly different median and IQR from the other types (p-value < .05 indicates a significant difference). All analyses were performed using SAS 9.3 (SAS Institute Inc, North Carolina).
Results
Category-level analysis. Consistent with the traditional method, panelists used the literature and their experiences to rewrite the list of categories and services prepared by the research team. Definitions for each category and the service intensity variables were agreed upon ( Table 1 ). The panel substantially revised two categories. Panelists modified the scope of the Outreach category definition by including those services that bring new patients from the community into primary care-rather than limiting the category to those services delivered on-site at the health center. Transportation was the second substantially changed category, as the panel decided it could not be rated using the modified Delphi approach. Instead, panelists defined three essential dimensions for effective services.
By category, the most consistently highest-rated category was Outreach, which received an average median effectiveness score of 7.5 (range 5-9). Then, in descending order, Financial Counseling & Eligibility Assistance (median = 7.4 [5] [6] [7] [8] [9] ); Social Case Management (7.1 [5] [6] [7] [8] [9] ); Interpretation Services (6.9 [3] [4] [5] [6] [7] [8] [9] ); and Health Education & Supportive Counseling (6.6 [5] [6] [7] [8] ).
Service-level analysis. The panelists rated all 112 services developed from the brainstorming of the advisory council. A full list of the rated services and median effectiveness ratings is provided (Appendix Table 1 ). During the expert panel session, they reached consensus in revising service definitions and electing not to rate certain services. Panelists modified 11 service descriptions to better capture services delivered by CHCs. Because the panel had limited time for discussion, the panel decided to rate only those services delivered directly by CHCs, leaving nine services provided in partnership with community organizations unrated. The panel focused Case Management on the social services, so nine services involving only Medical Case Management were not rated. As described above, all 15 Transportation services were not rated.
Therefore, expert panelists rated 77 enabling services. Each service was rated for one or more provider types who could deliver that service. There were 13 different provider types, varying by category, resulting in 181 different service-provider type combinations being rated. The expert panel discussed and rated services in the following categories: Health Education & Supportive Counseling (14 services); Case Management (9); Outreach (22) ; Interpretation (9); and Financial Counseling & Eligibility Assistance (12) . The results from these ratings are described below. A secondary section within Case Management included 11 services that were repeated from other categories but were rated based on the variable of whether they were provided by the CHC or an external organization. Presenting these results was beyond the scope of this article, but the results of this section are available upon request.
Overall, 16 services were identified in the highest quartile of effectiveness by having a median effectiveness score of 8 or 9 (Table 2) . At least one service from each category was included on the highly rated list. Outreach as a category had the most number of services rated highly with 10 of 22 services very effective. In contrast, the categories of Health Education & Supportive Counseling, and Interpretation each only had one service highly rated.
Provider type analysis. The ratings instrument allowed the panelists to rate each Counseling a patient with financial limitations with the goal of a completed application to sliding fee scale, health insurance programMedicaid, Medicare, or pharmaceutical benefits program-or other public assistance programs (e.g. food assistance, housing).
2 Provider types: 1) Non-dedicated CHC staff, 2) Trained, dedicated personnel Interpretation (6.9) Provision of linguistic translation services and cultural competency in addressing the medical and social needs of patients (includes sign language and Braille). For patients who would not receive health care because they lack transportation, the health center provides services to transport patients or delivers care off-site. service as delivered by different provider types using a variable construct. Consistently with the traditional method, the panelists substantially modified these variables. Across the five categories, the panelists identified 13 variables for how a provider could deliver an enabling service that might influence the service's effectiveness ( (Table 3 ). For the two services related to assessing needs and developing patient goals, panelists rated Licensed Professionals as highly effective and Community Health Workers (CHWs) with equivocal effectiveness. In contrast, panelists rated CHWs as more effective than Licensed Professionals at performing home visits.
In the Health Education & Supportive Counseling category, three services (with an overall median of seven or greater) had statistically different effectiveness rating distributions by provider type (Appendix Table 1 ). Licensed Professionals delivering one-time supportive counseling in a one-on-one visit were more highly rated than CHW. However, CHWs delivering a longitudinal or a one-time education program in a group visit format were rated more highly effective than Licensed Professionals.
All Interpretation services had statistically different ratings based on level of linguistic and cultural credential. Self-Attested evaluation rated of lower effectiveness compared to the three other credentials. Among the Interpretation services delivered within the clinic, panelists rated non-clinical staff as highly effective if they had passed an external rather than internal certification program (Appendix Table 1 ). In contrast, a provider speaking a patient's language was rated highly effective even if they only pass the Internal Health Center Fluency test.
Discussion
In this study, our community-academic research team used a group consensus method to bring patient-centered definition and initial prioritization to the field of enabling services. The strength of this approach was the synthesis of perspectives from the direct recipients and providers of these services to fill a knowledge gap where little scientific evidence exists. The two patient and stakeholder panels defined three constructs-six broad categories, 112 granular-level services, and various provider types-as a framework for evaluating the effectiveness of these services. While not exhaustive, this list can serve as an important, initial classification scheme to guide further research. In addition, we used this framework to begin to evaluate and prioritize amongst these constructs based on panelists' rating of service effectiveness.
While expert group consensus methods are efficient and targeted in contributing Table 2 .
EXPERT PANEL HIGHEST-RATED SERVICES ACROSS ALL CATEGORIES BASED ON MEDIAN EFFECTIVENESS SCORE OF 8 OR 9 (OUT OF 9) a,b
By Category, Services with a Median Effectiveness Score = 8 or 9 (Total # services in category)
Social Case Management services (9)
• Meets regularly with patient to review/assess progress towards goals • Tracks patient's use of programs • Reviews patients' use of social services with medical providers
Outreach (22)
• Offers screenings to community members in a setting outside of the health center • Contacts patients with positive screening tests in a setting outside of the health center to make a primary care appointment • Works with patients to obtain medications/assist with health care related needs c • Travels with patient to off-site specialty appointments • Through repeated off-site encounters, CHC staff provide hard-to-reach patients with resources such as meals for homeless and HIV testing for substance abusers • Staff reaches out to consumer patient leadership council group, community leaders, members, and organizations to build rapport with community members c
• Staff perform home visits to assess a person's need and to educate about health center services • Conducts local community needs assessment to identify those at risk in the population and links these groups with community resources
Health Education & Supportive Counseling services delivered by health center (14)
• In one-on-one visit, delivers supportive counseling and adapts the treatment plan as necessary over time
Financial Counseling & Eligibility Assistance (12)
• Screens/initiates and tracks application for public health care coverage • Checks patients' insurance eligibility before appointment and resolves eligibility issues ahead of appointment • Initiates and completes patients' application to programs to pay for medications
Interpretation (9)
• Provider speaks patient's language a Expert panelists used the following scale to rate the effectiveness of non-medical services: 1 = Definitely not effective; 5 = Neither effective nor ineffective; 9 = Extremely effective. b For each category rated by the panel, we took the average of the median panelist effectiveness ratings by variable for each service. Services that fell in the top quartile were defined as most effective. We used an average median effective rating of 8 or higher as the cutoff for the highest-rated services.
c Due to the elevated number of highly rated outreach services, two related services were merged to succinctly summarize the panel's recommendations. -9) 9 (9-9) 6 (6-7)
5 (3-7)
< .001
2. In a one-time meeting sets patient goals including meeting basic needs 7 (6-8)
8 (7-8) 7 (7-8) 6 (5-7) .02
3. Meets regularly with patient to review goals and progress towards meeting them 8 (7-9)
8 (8-9) 8 (7-9) 8 (7) (8) .69
Provides contact information like a phone number 5 (4-7)
6 (4-7) 5 (4-7) 5 (4-7) .81
5. Provides description of services available to patient, e.g. offers informational pamphlet 7 (4-7)
6 (5-7) 7 (4-7) 7 (4-7) 1.0 6. Ensures initial enrollment in programs but does not track use 7 (6-7)
7 (6-7) 7 (6-8)
7 (6-7) .18
7. Tracks patient's use of programs over time and adapts social treatment plan as needed 8 (8-9) 8 (8-9) 8 (7-9) 8 (6-9)
.15
8. Reviews patients' use of social services with medical providers 8 (7-9) 8 (7-9)
8 (7-8) 8 (7) (8) .41
9. Performs home visits 8 (7-8)
7 (6-8) 7 (7-8) 8 (8) (9) .02 a The score is the Median effectiveness rating completed by 13 expert panelists using a 9 point scale: 1-3 = ineffective, 4-6 = uncertain, 7-9 = effective. For the provider type analysis, we compared the distribution of panelist effectiveness ratings between different provider types for a particular service using a Friedman test. A resulting p-value < .05 indicates a significant difference in the distribution of the ranked median effectiveness scores by provider type for a particular service. The median effectiveness score (overall, i.e., across all provider types, and by provider type) and interquartile range are presented to describe what drives the difference in ranks. The interquartile range is between the first and third quartiles.
to knowledge in a field where little scientific evidence exists, the approach had some limitations. First, the stakeholder groups only permitted a limited number of people to participate, and therefore, the ratings of the panel may not be representative of what would be valued, identified, and assessed had additional panelists been included. Second, the panel developed a definition of effectiveness that was multi-dimensional, but the rating method only produced a single value. The assessment might vary if the metrics were isolated by dimension-that is, if the panelists rated individually the increase to access, use, or understanding. Third, standardization of social programs is difficult as frequently multiple types of services are needed to overcome a particular barrier to care, and there is significant customization required for patient subpopulations. 28 A more specified context may be needed to determine how services may be complementary or additive. Lastly, the reliability of the traditional panel process has been shown to be dependent on the quality of the evidence. 22 As the evidence for enabling services is limited, discussion on this subject was particularly dependent on panelists' perspectives.
Despite these limitations, this is the first report of multiple stakeholders' perspectives on enabling services and provides guidance for community health center leadership seeking input from underserved patients and their representatives. Some of the high priority services were described as in widespread use by the panelists, but others were seen as more innovative. The identification of these potentially novel services that the literature has not been able to describe and define was an advantage of this expert opinion-driven method. An example of a less widely used yet highly rated service was dedicating staff time to integrating the coordination of services to meet a patient's basic needs with the clinical team's medical care. The panel endorsed performing outreach to at-risk and populations that many providers find hard to reach (e.g., homeless and migrant patients) through free screening blood sugar tests and contacting those with positive results to make a primary care appointment. These strategies extend the reach of primary care preventive services and suggest the important role CHCs can play in optimizing regional population health aimed for vulnerable community members.
This panel rating process also allows for the identification of likely lower-yield services. These include several widely used services such as referring patients to health education information on the web, referring patient to needed services by referring to a telephone number, and CHC staff distributing materials at health fairs. This finding is consistent with the panel prioritizing services that more actively support patients in overcoming their barriers to care.
The distributions of ratings by provider type identified opportunities to target resources to services where they are most needed to improve effectiveness. For Case Management, licensed personnel are an integral resource to the effective delivery of some but not all services. Panelists favored Licensed Professionals for services that rely on their clinical training whereas other-less highly trained-personnel types can be equally effective in delivering services that execute or maintain a plan of care. Panelists rated the contributions of Community Health Workers highly because these peers build trust with patients through shared experiences and background.
Reducing social barriers to health care through targeted non-medical services has tremendous potential to improve population health at the societal level-especially now that possible mechanisms for sustainably funding these services emerge. 13 Organizations beginning to deliver comprehensive population health management within the ACO model could use evidence about which enabling services and at what level of intensity are most effective to inform their decisions about service implementation. 11, 12, 29, 30 This study provides policymakers, providers, and researchers with structured guidance about understanding the effectiveness of enabling services by harnessing the experience of CHCs and the knowledge of the stakeholders who deliver and receive these services. Based on this expert opinion-defined framework and initial prioritization, further research is needed to test enabling services' effectiveness in clinical settings using both medical and patient-reported outcomes. Thirteen expert panelists rated the list of enabling services for their effectiveness to increase underserved patients' access to, use and understanding of traditional medical care on a scale from 1 to 9 (1 = Definitely not effective; 5 = Neither effective nor ineffective; 9 = Extremely effective). The score is the median expert panelist rating across all variables for each service rated by the panel. *p-value < .05 indicating a significant difference in the distribution of the ranked median effectiveness scores by provider type for a particular service using a Friedman test. The expert panel discussed and rated social case management; social services; outreach; and health education & supportive counseling represented in 56 services. During the additional conference call, expert panelists discussed and rated interpretation and financial counseling & eligibility assistance described in 21 additional services. Stratifying variables in each grouping gave additional detail to how the service could be delivered and captured components key to its effectiveness. For outreach; financial counseling & eligibility assistance; and health education & supportive counseling; expert panelists rated two personnel types while for social case management they rated three. For social services, expert panelists rated two levels of the service's relationship to the health center. For interpretation, expert panelists rated four levels of linguistic and cultural fluency and/or credentials. The expert panel discussed transportation but decided not to rate these services. Instead the panelists defined three essential dimensions for effectiveness (time, mode, and cost).
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Appendix Table 1. (continued)
